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Objective: To study demographically, amputation-, and em-
ployment-related factors that show a relationship to successful
job reintegration of patients after lower limb amputation.
Design: Cross-sectional study.
Setting: University hospital.
Patients: Subjects had an acquired unilateral major ampu-
tation of the lower limb at least 2 years before, were aged 18 to
60 years (mean, 46yr), and were living in the Netherlands. All
322 patients were working at the time of amputation and were
recruited from orthopedic workshops.
Intervention: Questionnaires sent to subjects to self-report
(1) demographic and amputation information and (2) job char-
acteristics and readjustment postamputation. Questionnaire
sent to rehabilitation specialists to assess physical work load.
Main Outcome Measures: Demographically related (age,
gender); amputation-related (comorbidity; reason and level;
problems with stump, pain, prosthesis use and problems, mo-
bility, rehabilitation); and employment-related (education,
physical workload) information about the success of job rein-
tegration.
Results: Job reintegration was successful in 79% and un-
successful in 21% of the amputees. Age at the time of ampu-
tation, wearing comfort of the prosthesis, and education level
were signiﬁcant indicators of successful job reintegration. Sub-
jects with physically demanding jobs who changed type of job
before and after the amputation more often successfully re-
turned to work than subjects who tried to stay at the same type
of job.
Conclusions: Older patients with a low education level and
problems with the wearing comfort of the prosthesis are a
population at risk who require special attention during the
rehabilitation process in order to return to work. Lowering the
physical workload by changing to another type of work en-
hances the chance of successful reintegration.
Key Words: Amputees; Employment; Netherlands; Prosthe-
sis; Rehabilitation; Reintegration.
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I
N PATIENTS BETWEEN 18 and 60 years with an ampu-
tation of the lower limb, a major aim in rehabilitation is
resumption of work. In general, employment is important to the
well-being of people and in enlarging their social environment.
Several studies1-4 have shown the importance of return to work
for chronically disabled people. Disabled people appreciated
work even more than healthy people. Therefore, the relevance
of vocational rehabilitation for chronically disabled people is
stressed nowadays. Schmidt et al5 showed that participation in
a job rehabilitation program in combination with working on a
trial basis increased the chance of return to work of people with
musculoskeletal impairments. This ﬁnding was conﬁrmed by
Sheikh6 for subjects with limb injuries and Wehman et al7 for
subjects with traumatic brain injury.
It is important to ﬁnd indicators related to successful return
to work of people with a disability. Some general factors, such
as age, gender, and education level, play a role in the job
participation of the population without health problems as well
as chronically disabled people. In subjects with a chronic
disease, impairments and disabilities related to the speciﬁc
disease also inﬂuence the success of job reintegration.2,8-13
Other aspects that were found to be related to successful return
to work of disabled people were health perception, the extent to
which the workplace could be adjusted to the limitations pre-
sented by their disability, the type of work, and the expecta-
tions of the patients with respect to return to work.1,14-16
Until now, knowledge about factors related to the job rein-
tegration of amputee patients has been limited. One of the most
detailed studies about this topic is that of Millstein et al.17 They
studied the employment status of people with an amputation of
the upper and lower extremities due to accidents at work. They
found a high return to work (89%), but many people changed
to less physically demanding jobs. In Millstein’s study,17 the
following factors had a predictive value for the return to work:
gender, age, amputation level, and stump or phantom pain of
the affected limb. In a more general study, Gerhards et al18
studied the role of medical, social, and psychologic variables in
the rehabilitation of adults with a severe physical disability. A
good social network, an extroverted character, education level,
and the time between amputation and being ﬁtted with a
prosthesis seemed to play a role in successful vocational reha-
bilitation of amputees. In a smaller study by Livingston et al,19
of 42 patients with a traumatic amputation of the leg or arm, the
return to work was strongly related to the amputation level.
In a study of 652 amputee patients, we recently showed
relatively good job participation of lower limb amputees in the
Netherlands in comparison with the general Dutch popula-
tion.20 However, patients older than age 40 years showed a
decline in job participation. Amputees showed a long delay in
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Arch Phys Med Rehabil Vol 82, October 2001returning to work, problems with getting the right modiﬁca-
tions of the workplace, and fewer promotion possibilities.
The purpose of the present research was to study demo-
graphically, amputation, and employment-related factors that
show a relationship to successful job reintegration of patients
after a lower limb amputation. We hypothesized that subjects
who were successfully reintegrated were younger at the time of
amputation, had less comorbidity, a lower amputation level,
fewer problems with the stump or the prosthesis, a higher
mobility level, a higher education level, and a less physically
demanding job at the time of amputation than subjects who
were not successfully reintegrated.
The present study is part of a larger study that concerns the
employment status of amputee patients in the Netherlands.
Other data have been presented elsewhere.20
METHODS
Subjects
Patients with an acquired unilateral major amputation of the
lower limb, aged 18 to 60 years at the time of the study, and
living in the Netherlands were included in the study. The time
since amputation was at least 2 years to create a stable situation
in which employment status could best be judged. All patients
were working at the time of amputation. Patients with severe
cognitive problems or difﬁculties with the Dutch language who
could not ﬁll in a questionnaire were excluded. The study was
approved by the medical ethics committee of the University
Hospital Groningen.
We asked 49 orthopedic workshops (almost all existing
workshops) in the Netherlands to participate in the recruitment
of patients for the study. Twenty-ﬁve orthopedic workshops
had no or very few amputee patients in their ﬁles who met the
inclusion criteria. Of the other 24 workshops, 13 could not
participate for a variety of reasons. It is likely that some of
these workshops also did not have amputees in their ﬁles who
met the inclusion criteria. Finally, 11 orthopedic workshops
with amputee patients between 18 and 60 years old sent their
patients a letter in which they asked for consent to give their
name and address to the Department of Rehabilitation of the
University Hospital Groningen. Patients were asked to return a
signed consent document. Of the total number of patients asked
to participate by the orthopedic workshops, approximately 55%
returned the consent document. The researchers telephoned the
patients to verify the inclusion and exclusion criteria and to ask
for their employment status. After the telephone calls, a ques-
tionnaire was sent to the patients. The response rate to the
questionnaire was 95%.
A total of 322 patients (262 men, 60 women; mean age,
46yr; range, 22–60yr) met the inclusion criteria, of whom 170
had a left-sided and 152 a right-sided amputation. All patients
possessed a prosthesis. Table 1 shows the patient characteris-
tics.
Questionnaires
The self-report questionnaire with regard to amputation and
employment status consisted of 2 parts. In the ﬁrst part, the
questions concerned demographically and amputation-related
characteristics of patients (eg, age, gender, side, level, reason,
pain, use of prosthesis, comorbidity). The second part consisted
of a questionnaire developed by the Netherlands Organization
for Applied Scientiﬁc Research (TNO) Vocational Handicap
Research Program.21,22 In the questionnaire, job characteristics
are explored, vocational handicaps are assessed by comparing
job demands and patient/worker (dis)abilities as well as adjust-
ments at work, and subjects are asked for their opinion on
working conditions and the social atmosphere at work. TNO
validated the questionnaire in several other research projects
and reported good reliability of the test. We used the part
concerning the success of job reintegration of those subjects
working at the time of amputation.
We characterized the work at the time of amputation as
either physically demanding or not physically demanding. We
sent a questionnaire to rehabilitation specialists of a national
working group for amputation and prosthetics in which they
assessed the physical workload of the various job types for
amputees on a visual analog scale (VAS). The mean VAS score
by amputation level was taken as the physical workload of each
type of job for amputees.
Deﬁnition of Successful Job Reintegration
We deﬁned the amputees as successfully reintegrated with
respect to work if they were still working or had stopped
working for reasons that were not related to the amputation
(other disease or handicap, marriage or children, removal,
retirement, dismissal). Amputees were not successfully reinte-
grated if they had stopped working because of consequences of
the amputation.
Factors Studied for Their Relationship to Successful
Job Reintegration
Based on literature and clinical experience with patients with
a lower limb amputation, the following 3 factors were studied
for their relationship to the success of resumption of work after
amputation.
Demographically related factors. These factors included
age at the time of study, age at the time of amputation, and
gender.
Amputation-related factors. These factors included co-
morbidity, amputation level, reason for amputation, skin prob-
lems of the stump, stump and phantom pain, use of prosthesis,
wearing comfort of prosthesis, walking distance, mobility
level, and type of rehabilitation. We dichotomized the follow-
ing factors: comorbidity (yes vs no), amputation level (above
the knee vs Syme-level amputation up to and including a knee
Table 1: Patient Characteristics (n  322)
Mean Median Range
Age at the time of amputation (yr) 30 27 14–57
Time since the amputation (yr) 17 162–45
n %
Reason for amputation
Trauma 217 67
Cancer 35 11
Vascular 27 8
Diabetes 8 3
Other 35 11
Level of amputation
Transtibial 151 47
Transfemoral 10633
Knee 37 11
Hip 12 4
Ankle 8 2.5
Pelvis 8 2.5
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stump and phantom pain (none/little/moderate vs much/very
much), use of prosthesis (8hr/d vs 8hr/d), wearing comfort
(bad/insufﬁcient vs sufﬁcient/good), and walking distance
(500m vs 500m). We distinguished 4 etiologic groups for
amputation: trauma, cancer, vascular and/or diabetes mellitus,
and other reasons.
The mobility level was scored as the number of mobility
items (walking, sitting down and standing up from a chair,
stooping and rising back up, keeping balance, making accurate
movements with feet and legs, squatting and kneeling, walking
stairs) for which patients reported restrictions. We discrimi-
nated among 3 types of rehabilitation after the amputation:
none, outpatient, and clinical treatment.
Employment-related factors. These factors included edu-
cation level and physical workload at the time of amputation.
Education level was divided into lower, intermediate, and
higher education. The physical workload was calculated as the
mean VAS score by amputation level as viewed by rehabilita-
tion specialists of a national working group for amputation and
prosthetics.
Analysis
In the analysis, we distinguished both statistical signiﬁcance
and clinical relevance. Differences in the indicators between
the successfully and the unsuccessfully reintegrated groups of
patients were tested using univariate logistic regression analy-
sis. The signiﬁcance level was chosen as alpha equal to .05.
Clinical relevance of the differences in the determinants be-
tween the groups was deﬁned as a difference of 5 years or more
in age and a difference of more than 10% in the other deter-
minants. Of the mobility items, clinical relevance could not be
clearly deﬁned; in this case, we only used statistical signiﬁ-
cance.
We used forward multivariate logistic regression to test the
relevance and interaction of several indicators for successful
job reintegration. Factors were tested in the multivariate logis-
tic regression analysis if both the p value in the univariate
regression analysis was  .05 and the factors showed a clini-
cally relevant difference between both groups.
We looked at how well the multivariate logistic regression
model, with the independent variables included, correctly clas-
siﬁed amputees who were at risk for failure to return to work
successfully, in comparison with a model without any indepen-
dent variables (prediction made by chance). This was ex-
pressed as the sensitivity and positive predicted value of the
model. The sensitivity is the proportion of those with failed
reintegration who were predicted not to reintegrate success-
fully. The positive predictive value is the percentage of those
predicted not to reintegrate successfully who failed to reinte-
grate.
Statistics were performed using the Statistical Product and
Service Solutions software.
a
RESULTS
Indicators of Successful Job Reintegration
Of the 322 amputees working at the time of amputation, 254
(79%) were successfully reintegrated (ie, still working, stopped
working for reasons unrelated to amputation) and 68 (21%) had
no successful job reintegration because they had to stop work-
ing as a consequence of the amputation (ﬁg 1). Table 2 shows
the comparison of successfully and unsuccessfully reintegrated
amputees. Of the demographically related factors, only age at
the time of amputation showed a statistically signiﬁcant as well
as a clinically relevant difference between the 2 groups. Age at
the time of study was signiﬁcantly different but showed no
clinical relevance.
Amputation-related factors that showed a statistically signif-
icant as well as clinically relevant difference between the 2
groups were comorbidity, reason for amputation, phantom
pain, stump pain, use of prosthesis, wearing comfort of pros-
thesis, walking distance, and restrictions in mobility. Education
level was the only work-related factor that showed an impor-
tant difference.
The signiﬁcant factors mentioned above were included in the
forward multivariate logistic regression analysis. In this anal-
ysis, 3 factors were signiﬁcant indicators for successful job
reintegration: age at the time of amputation, wearing comfort
of the prosthesis, and education level. The sensitivity of the
model with these 3 variables included is enlarged by the model
from 0% to 16%. The positive predictive value was enlarged
from 0% to 53%.
Relationship Between Change of Job Type and
Reintegration
Changing job type after the amputation is not the ﬁrst aim in
vocational rehabilitation. For this reason, it was not included in
the multivariate regression analysis, and it is not an indicator of
successful reintegration. However, we found a notable relation-
ship of this aspect to job reintegration. We compared the job
type of amputees at the moment of amputation with the job
type after the amputation. One hundred forty-ﬁve amputees had
Fig 1. The different patient groups and the consequences of the amputation for their job situation.
1427 JOB REINTEGRATION AFTER LIMB AMPUTATION, Schoppen
Arch Phys Med Rehabil Vol 82, October 2001a different kind of job after the amputation than before. Table
3 shows the relationship between a change of job and the
success of reintegration. Of the subjects who changed their
type of job, 131 (90%) were successfully reintegrated, in con-
trast with 117 (68%) of the subjects who remained at the same
job type.
Subjects with a very high physical workload at the time of
amputation (mean VAS score,  8) and no change in job
type after the amputation successfully returned to work in
58% of cases. However, subjects with a very high physical
workload who changed to another job after the amputation
were successfully reintegrated in all cases. The mean de-
crease in physical workload in this group was 2.4 on the
VAS scale (range, 0–10). Subjects with a moderately high
physical workload at the time of amputation (VAS score,
6–8) returned to work successfully in 68% of cases if they
did not change to other work after the amputation and in
82% of cases if they changed to another type of work. The
Table 2: Comparison of Successfully and Unsuccessfully Reintegrated Amputees Using Univariate Logistic Regression Analyzes
Factors
Successfully
Reintegrated
(n  254)
Unsuccessfully
Reintegrated
(n  68) p
Demographically related factors
Age at the time of study (mean  SD)* 46  9.0 49.9  8.7 .002
Age at the time of amputation (mean  SD)* 28.5  10.3 35.8  11.9 .000
Gender
Men (n, %) 211 (83) 51 (75) .132
Women (n, %) 43 (17) 17 (25)
Amputation-related factors
Comorbidity*
No (n, %) 148 (58) 30 (44) .039
Yes (n, %) 106(42) 38 (56 )
Amputation level
Knee-Syme (n, %) 154 (61) 42 (62) .865
Pelvis-transfemoral (n, %) 100 (39) 26(38)
Reason for amputation*
Trauma (n, %) 179 (70) 38 (56) .000
Cancer (n, %) 30 (12) 5 (7)
Vascular/diabetes (n, %) 17 (7) 18 (27)
Other (n, %) 28 (11) 7 (10)
Skin problems with stump
Never (n, %) 62 (25) 15 (22) .617
Sometimes, often (n, %) 186(75) 53 (78)
Phantom pain*
None, little, moderate (n, %) 209 (84) 46(70) .008
Much, very much (n, %) 39 (16) 20 (30)
Stump pain*
None, little, moderate (n, %) 208 (86) 46 (72) .011
Much, very much (n, %) 35 (14) 18 (28)
Use of prosthesis*
8hr/d (n, %) 16(6 ) 14 (21) .001
8hr/d (n, %) 236(94) 54 (79)
Wearing comfort*
Bad, insufﬁcient (n, %) 36(14) 25 (38) .000
Sufﬁcient, good (n, %) 217 (86) 41 (62)
Walking distance*
500m (n, %) 88 (35) 44 (67) .000
500m (n, %) 160 (65) 22 (33)
Restrictions in mobility (mean  SD; median)* 2.9  2.2; 2.0 4.1  2.1; 4.0 .000
Rehabilitation
None, other (n, %) 34 (13) 6(9) .6 00
Outpatient (n, %) 126(50) 35 (51)
Clinical (n, %) 94 (37) 27 (40)
Employment-related factors
Physical workload at the time of amputation (mean  SD) 6.0  1.9 6.2  1.9 .601
Education level*
Lower (n, %) 118 (47) 47 (69) .007
Intermediate (n, %) 101 (40) 16(24)
Higher (n, %) 34 (13) 5 (7)
NOTE. Some questions were not answered by all subjects. For this reason, the numbers in the columns do not always equal n  254 or 68.
Statistical signiﬁcance at p  .05.
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last group was 1.5.
Subgroups of Successfully Reintegrated Amputees
In the group of amputees with successful job reintegration, 2
subgroups could be distinguished (ﬁg 1). One subgroup in-
cluded 217 subjects who were still working at the time of the
study. The other subgroup consisted of 37 subjects who
stopped working because of reasons unrelated to the amputa-
tion. This group consisted of a relatively large percentage of
women (41%). The following reasons were mentioned for
ending their work: other disease or handicap (n  10); mar-
riage, children, or moving (n  8); retirement (n  5); dis-
missal (n  5); and other (n  9). We compared the charac-
teristics of the 2 subgroups with those of the subjects who
stopped working because of the amputation. The small sub-
group of subjects who stopped working due to some factor
other than amputation mostly resembled the subjects who were
still working at the time of the study. They only showed
similarities with the group that stopped due to the amputation
in the presence of comorbidity.
DISCUSSION
We deﬁned successfully reintegrated amputees as subjects
who were still working or who had stopped working for rea-
sons that were unrelated to the amputation. Because we used a
self-report questionnaire, subjects decided for themselves what
they considered to be the main reason for ending their work. It
is possible that people with an amputation tend to overestimate
the role of the amputation in the necessity to stop working.
Other factors might have played a role as well. In contrast,
people who reported that they had stopped because of reasons
other than the amputation might have underestimated the role
of the amputation. For example, the combination of caring for
children and a lower limb amputation may force people to
decide to stop working. The inﬂuence of these effects could not
be measured. Whatever inﬂuences may have played a role in
the decision to stop working, the feelings and the opinions of
the amputee remain important and must be taken into account.
When we examined the group of amputees unemployed be-
cause of some factor other than amputation, we found that it
mostly resembled the subjects who were still working at the
time of the study. This conﬁrms our choice to consider this
group as successfully reintegrated people.
Some people worked several years after the amputation
before they stopped because of the consequences of the ampu-
tation. The reintegration immediately after the amputation was
possibly successful, but in the course of time the limitations
caused by the amputation made it necessary to stop. In our
study, we considered these patients as unsuccessfully reinte-
grated because the careers of these people were apparently
negatively inﬂuenced by the amputation, perhaps in combina-
tion with aging. In our previous research, we found that pa-
tients older than 40 showed a decline in job participation in
comparison with the general Dutch population.20
People who were working at the time of the study were
scored as “successfully reintegrated.” However, it is possible
that we considered some subjects to be successfully reinte-
grated who will likely end their work in the future because of
the consequences of the amputation. This problem could not be
avoided in our cross-sectional study. We do not expect it to be
a great number of subjects because most had their amputation
a long time ago (mean, 16.8yr), and the mean time between
amputation and ending a job was 4.9 years.
In our study, all patients possessed a prosthesis. Although it
is common practice that most amputees between 18 and 60
years will get a prosthesis in the Netherlands, it could also be
a consequence of the recruitment procedure by the orthopedic
workshops. It is possible that we missed amputees who were
not able to get a prosthesis, and as a consequence were not
known at the orthopedic workshops. This selection bias may
cause a somewhat better reintegration in the study population
than in the amputee population as a whole.
To compare differences between successfully and unsuc-
cessfully reintegrated subjects, we did not use only statistical
signiﬁcance. In addition, we deﬁned what we thought to be a
clinically relevant difference between the several indicators.
Almost no information is available on this topic. For this
reason, the deﬁnition was mainly based on the clinical experi-
ence of the authors. More research is needed to ﬁnd general
deﬁnitions of clinically relevant differences between various
symptoms related to different outcome measures.
Although in univariate logistic regression analysis many
variables showed signiﬁcant differences among the subjects
with and without successful return to work, in multivariate
logistic regression analysis the determinants of successful re-
integration were age at the time of amputation, wearing com-
fort of the prosthesis, and education level. Although all ampu-
tees were relatively young at the time of amputation, the
difference between getting an amputation at a mean age of 28.5
(successful) or at the mean age of 35.8 (unsuccessful) seems
very important for the return to work. The inﬂuence of age on
the return to work was also found by Millstein et al.17
Of the amputation-related factors, wearing comfort of the
prosthesis had the most important inﬂuence on successful re-
turn to work. Low wearing comfort can have many negative
consequences for an amputee. It can cause more visits to an
orthopedic workshop, it can negatively inﬂuence the walking
pattern, and it can cause pain because of malalignment of the
prosthesis and the stump. This ﬁnding stresses the importance
of adequately ﬁtting a prosthesis. It may be important to adjust
the type of prosthesis to the requirements at the workplace; in
current rehabilitation programs too little attention may be paid
to this. In literature, this factor was not mentioned as a predic-
tor of reintegration. This could be caused by the fact that the
wearing comfort of the prosthesis was not considered in the
analyses. Some effects that are described in other studies might
have been caused by low wearing comfort.17-19 Interactions of
amputation level and pain with wearing comfort are probable.
In our study an overlap existed between the effects of wearing
comfort and pain, but wearing comfort remained as the only
signiﬁcant indicator of successful job reintegration. It is likely
that wearing comfort is a better indicator of reintegration than
pain because many relevant amputation-related factors play a
role in the wearing comfort of a prosthesis.
People with a lower education level were more at risk for
failed return to work than people with a higher education level.
People with a higher education level have more opportunities
Table 3: Relationship Between Change of Job Type and Success
of Job Reintegration
Reintegration
Job Type Before-After Amputation
No Difference Difference Total
Successful 117 131 248*
Unsuccessful 54 14 68
Total 171 145 316*
* Data of 6patients were missing.
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Gerhards et al18 and Livingston et al19 both described the same
phenomenon.
In the rehabilitation of amputees, it is important to be able to
recognize people who are at risk for unsuccessful return to
work. For this group of patients, specialized job rehabilitation
programs may offer more possibilities to return to a suitable
job. The model with the 3 variables included had an apparently
higher sensitivity and predictive value of failure to return than
without the variables included. However, an important part of
the explanation of failure to return to work remains unclear.
This part may be explained by the following reasons: the
motivation of the amputee, his/her social situation, other job-
related factors that were not measured in our study, and vari-
ations in the economic climate in the Netherlands during the
last few decades.
A restriction of our study was the absence of questions about
the psychosocial factors that might have played a role in the
success of job reintegration. The reason for this restriction was
twofold. First, it is very difﬁcult to ask retrospectively for these
factors at the time of amputation, because the memory is likely
to fail after some years. Second, such additional questionnaires
would have lowered the compliance in responding of the pa-
tients because the number of questionnaires would have been
too great. We recommend testing the inﬂuence of these factors
in future research on this topic. The chance of successful return
to work after an amputation will partly depend on national
employment patterns at that time. An interaction between the
economic situation and the age at the time of amputation was
possible. The exact inﬂuence of this interaction could not be
studied in our research.
The fact that people who had a different type of job before
and after the amputation were more often successfully returned
to work was a remarkable ﬁnding. The possibility to change to
another job seems especially important for amputees who had
a job with a very high physical workload before their amputa-
tion. If these subjects changed to another job type after the
amputation, the success percentage of job reintegration was
100%, whereas for subjects who still had the same job type the
success rate was 58%. It is probable that this difference in
percentage was largely caused by the relevant decrease in
physical workload of 2.4 on the VAS scale. For subjects with
a moderately high workload at the time of amputation, the
inﬂuence of changing their job was less clear. Those with the
same job type after the amputation successfully returned in
68% of cases, while those who changed jobs after the ampu-
tation successfully returned in 82% of cases. This can be partly
explained by a decrease in physical workload (VAS score, 1.5),
but possibly other factors may play a role as well.
In addition, it may sometimes be more difﬁcult to adapt the
“old” workplace to the limitations presented by the amputation
than to start in a “new” fully adjusted job. This was also found
in research by TNO23 about the work of chronically disabled
people in general. In that study, people who were reintegrated
by a new employer had fewer work adjustments than people
who returned to their old employer after a period of illness.
Some other authors17,24,25 have also mentioned the transfer of
many amputees to less physically demanding jobs after the
amputation. The consequences for a rehabilitation program
could be that it is important not only to look at adaptations in
the work a patient was doing at the time of the amputation but
also to look for possibilities of changing to another job in an
early phase of the rehabilitation process. Further research is
needed to ﬁnd explanations for this phenomenon.
CONCLUSIONS
Job reintegration was successful in 79% of the lower limb
amputees and unsuccessful in 21% of the amputees. Successful
job reintegration of subjects with a lower limb amputation was
mainly determined by the age at the time of amputation, the
education level, and the wearing comfort of the prosthesis.
Older patients with a low education level and problems with
the wearing comfort of the prosthesis are a population at risk
who require special attention to return to work during the
rehabilitation process. For many patients, it is advisable to
change to another type of work instead of adapting their former
work to enhance their chance of successful reintegration. Low-
ering the physical workload can contribute to a successful
resumption of work.
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